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This study explored differences among pain patients classified as Dysfunctional, Interpersonally Dis-
tressed, and Adaptive Copers on the Multidimensional Pain Inventory with respect to PTSD symp-
tomatology, anxiety, and depression. Eighty-five patients with pain complaints who had experienced

a serious motor vehicle accident were classified into these three pain coping categories and assessed
using clinician and self-report measures. Results indicated that patients classified as Adaptive Copers
(n = 24) showed less PTSD symptomatology, anxiety, and depressed mood, relative to individuals
classified as Dysfunctionah (= 36) and as Interpersonally Distressed= 25), who did not differ

on these dimensions. Emotional responses during the accident (fear, helplessness, danger, perceived
control, and certainty that one would die) did not differentiate the groups. Pain profiles contributed to
the prediction of self-reported PTSD symptoms, controlling for state anxiety. These data suggest that
pain patients with both Dysfunctional and Interpersonally Distressed coping profiles are at elevated
risk for a range of posttrauma problems following a serious motor vehicle accident.
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Recent research has highlighted the co-occurrencetion, anxiety sensitivity, the potential for pain to become a
of pain and PTSD, particularly following traumatic events trauma cue, avoidance, depression, and reduced cognitive
thatinvolve bodily harm (e.g., Blanchard etal., 1995; Turk, capacity owing to the cognitive demands of both pain and
Okifuji, Starz, & Sinclair, 1996). Although the literatures PTSD.
on pain and PTSD have remained somewhat separate, em-  To date, only two of these processes (heightened pain
pirical work to date has documented that pain complaints perception and attentional biases) have been examined for
are relatively common among individuals diagnosed with their role in facilitating the interaction of pain and PTSD.
PTSD (e.g., Beckham et al., 1997; McFarlane, Atchison, Geisser, Roth, Bachman, and Eckert (1996) studied 241
Rafalowicz, & Papay, 1987). Sharp and Harvey (2001) pain patients to ascertain the role of pain perception and
in reviewing this topic, have proposed that chronic pain emotional disturbance following a motor vehicle accident
and PTSD appear to be mutually maintaining conditions (MVA). Three groups were formed: (1) patients whose
that interact and influence one another. These authorspain was not the result of a MVA (No Accidemt,= 150),
speculate that multiple mechanisms may be involved in (2) patients whose pain was the result of a MVA and re-
the mutual interaction of pain and PTSD, including at- ported few or no PTSD symptoms (Accident/No PTSD,
tentional biases, heightened pain sensitivity and percep-n = 46), and (3) patients whose pain was the result of

a MVA and reported significant PTSD symptoms (Ac-
1Department of Psychology, State University of New York at Buffalo, Cident/High PTSDh = 45). The Accident/High PTSD
Buffalo, New York. patients reported higher levels of pain and greater emo-
National Center for PTSD, Boston VA Healthcare System, Boston, tional disturbance, relative to the other two groups. Simi-

Massachusetts. S .
3To whom correspondence should be addressed at Department of Psy-Iar findings have been reported by Turk et al. (1996) with

chology, State University of New York at Buffalo, Park Hall, Buffalo, fibromyalgia pat_ients ?nd by Aghgbeigi, Fe_inr.n""mn, a_nd
New York 14260-4110; e-mail: jgheck@acsu.buffalo.edu. Harris (1992) with patients reporting chronic idiopathic
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facial pain. These studies provide initial evidence for the 1997; Turk, Okifuji, Sinclair, & Starz, 1998). It is equally
role of pain perception as a factor that may influence the possible that these pain profiles affect the presentation of
interaction of PTSD and chronic pain. In considering these comorbid conditions, particularly PTSD.
studies, it is unclear whether heightened pain perception In the only study to date to explore this issue,
is reflective of global distress or is moderated by another Asmundson, Bonin, Frombach, and Norton (2000) exam-
intervening variable, an interpretative problem that is in- ined the impact of pain coping profiles on PTSD symptom
trinsic in cross-sectional designs. presentation. Self-reported PTSD symptoms were con-
Another line of investigation has studied the role trasted in pain patients classified as Dysfunctional, Inter-
of attentional biases in MVA survivors with and with- personally Distressed, and Adaptive Coper with the MPI.
out PTSD and pain using a modified Stroop procedure Resultsindicated that Dysfunctional pain patients reported
(MacLeod, 1991). Beck, Freeman, Shipherd, Hamblen, higher levels of PTSD symptoms, relative to the other two
and Lackner (2001) reported that color-naming delays pain coping profiles. Although all patients in Asmundson
were demonstrated for both pain and trauma-related wordset al.’s study had experienced some type of work-related
in a sample of patients with comorbid pain and PTSD. injury, it is not clear whether these accident experiences
In contrast, participants with pain and no PTSD demon- satisfied Criterion A of the diagnostic criteria for PTSD
strated interference only for pain words. Although the (specifically, the individual was exposed to an event that
comorbid pain and PTSD patients also showed general-involved actual or threatened death, injury, or threat to
ized slowing across all word categories, delays specific to physical integrity and their emotional response was in-
presenting complaints suggest that both pain and PTSDtense fear, helplessness, or horror). As such, interpretation
are associated with attentional biases, as hypothesized byof these results is a bit complicated.
Sharp and Harvey (2001). This study was designed to replicate and extend the
Although these reports begin to examine potential findings of Asmundson et al. (2000). Because research
mechanisms through which pain and PTSD interact with on the interplay between pain and PTSD has just begun,
one another, these studies neglect important individual replication of these initial findings is important. This study
differences in patients’ expression and response to painaimed to examine PTSD symptomatology among individ-
(e.g., Bradley, Prokop, Margolis, & Gentry, 1978; Keefe, uals with Dysfunctional, Interpersonally Distressed, and
Bradley, & Crisson, 1990). Individual variability in cop- Adaptive Coper coping profiles. In this study, participants
ing with pain has been captured by an empirically de- had each experienced the same traumatic event, a MVA,
rived classification system developed by Turk and col- whichwas the source of their pain complaints and satisfied
leagues, based on the Multidimensional Pain Inventory Criteria A of the diagnostic criteria for PTSD. Via this in-
(MPI; Kerns, Turk, & Rudy, 1985). The MPI is com- clusion criterion, this report expands the current literature
posed of three sections, subsuming 13 empirically de- by including a homogeneous group of trauma survivors
rived scales. Three pain coping profiles are derived from who meet the entry requirements for PTSD. In addition to
the MPI. Individuals classified in the Dysfunctional pro- PTSD symptomatology, this study examined related vari-
file are characterized as perceiving their pain as severe,ables such as the presence of other anxiety and depres-
disabling, and emotionally distressing and report low sive disorders, participants’ emotional responses during
activity levels. Individuals classified in the Interperson- the accident, the presence or absence of litigation, and the
ally Distressed profile report that family and friends do amount oftime that had passed since the accident, to deter-
not provide sufficient emotional support and experience mine if related dimensions of emotional distress also were
moderate levels of pain and emotional distress. Lastly, associated with pain coping profiles following a MVA.
individuals classified in the Adaptive Coper/Minimizer
profile appear to cope well with their pain, report high
levels of support from significant others, indicate high METHOD
activity levels, and do not perceive substantial interfer-
ence from pain (Turk & Rudy, 1988). The original fac- Participants
tor structure of the MPI has been replicated by other in-
vestigators (Bernstein, Jaremko, & Hinkley, 1995; Riley, Eighty-five patients with pain complaints were in-
Zawacki, Robinson, & Geisser, 1999) and psychometric cluded, selected from a pool of 132 individuals who par-
support is good for the MPI (Kerns et al., 1985). These ticipated in an on-going research clinic on the assess-
pain coping profiles influence the presentation of pain ment of PTSD after a MVA (64% inclusion rate). Among
symptoms, as well as response to standard pain treatmenthe 47 individuals excluded from the current report, 30
(e.g., Strategier, Chwalisz, Altmaier, Russell, & Lehmann, reported unanalyzable profiles (this reflects individuals
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without a romantic partner, thus rendering the MPI un- Measures
analyzable), 7 reported hybrid profiles, and 10 were di-
agnosed with current substance abuse or dependence.Group Classification Measure
Participants were referred to the clinic by physical ther-
apists, chiropractors, massage therapists, and specialists  The MPI (Kerns et al., 1985) was used for classifica-
in rehabilitation and internal medicine. Individuals were tion of patients into pain coping profiles. Thirteen scales
included if their pain symptoms were the result of in- comprise the MPI and assess pain severity, perceptions of
juries sustained during a MVA and had not responded to interference from pain, dissatisfaction with current func-
standard medical treatment. In each case, pain caused sigtoning, appraisals of support from significant others, per-
nificant lifestyle limitations (e.g., unable to work), im- ceived life control, affective distress, and activity levels.
pairment (e.g., use of prescription pain medications at Determination of pain coping profiles is based on a multi-
least 3 days/week), or significant distress (e.g., contin- variate discriminant model, using scores on nine of these
ued health care utilization for pain). The majority of pa- scales. If the scale scores are significantly different from
tients f1 = 78, 95%) experienced pain complaints from the three prototypic group profiles, classification stops and
a muscular-skeletal or soft tissue injury and had experi- the profile is coded as “hybrid” (Rudy, 1989). Scoring the
enced pain for 6 months or longar £ 65, 76%). Indi- MPI and deriving group classification occurred after ad-
viduals were included in the current report if they had ministration of the other measures.
experienced a MVA involving actual or threatened death
or serious injury and their emotional response included in-
tense fear, helplessness, or horror (American PsychiatricPTSD Measures
Association, 1994). These features were evaluated during
initial phone contact with the project and using the MVA PTSD symptomatology was assessed with both
Interview (see later). Individuals involved in minor ac- clinician and self-report measures. The Clinician-
cidents that did not satisfy Criterion A of the diagnostic Administered PTSD Scale (CAPS; Blake et al., 1990), a
criteria for PTSD were not evaluated. Within the sam- structured interview that assesses the symptoms of PTSD
ple, 36 participants were classified in the Dysfunctional identified in the curreriDiagnostic and Statistical Manual
profile, 25 in the Interpersonally Distressed profile, and (DSM-IV; American Psychiatric Association, 1994), was
24 in the Adaptive Coper profile. As shown in Table I, administered. The CAPS includes standardized questions
the three groups were clearly separated from one anotherto determine symptom frequency and intensity. Symptoms
across the three sections of the MPI and showed profileswere assessed in the preceding month, using a 5-point
that matched the original validation sample (Turk & Rudy, Likertscale (e.g., Oindicates thatthe symptom does notoc-
1988). cur or does not cause distress and 4 indicates that the symp-
The final sample included 25 men and 60 women, tom occurs nearly every day or causes extreme distress and
with an average age of 42.1 years (SD 9.99); 68 (80%) discomfort). The total severity score for the CAPS is com-
were Caucasian, 14 (17%) were African American, 2 puted by summing the frequency and intensity ratings for
(2%) were Hispanic, and 1 (1%) was Asian. Fifty-two each symptom (range 0-136). Additionally, probes were
participants (61%) were married at the time of evalua- added to the interview to determine whether each PTSD
tion although all individuals were involved with a sig- symptom was attributable to pain (e.g., if a patient re-
nificant life partner. The groups did not differ with re- ported difficulty sleeping, the clinician assessed whether
spect to age K (2, 82) = 1.36), gender x2(2) = 1.65), this symptom was due to pain. If so, the symptom was not
race ((2(2) = 2.53), marital status y?(2) = 0.98), the scored on the CAPS).

length of time elapsed since the MVAF(2,82)= The CAPS was administered by eight trained clini-
0.20), and the percentage of each group that had ex-cians who were advanced doctoral students in clinical and
perienced pain for 6 months or longer?(2) = 0.49). counseling psychology. All clinicians received extensive
(see Table II) training in use of the CAPS. Interviews from a larger sam-

ple (h = 195) that included the 85 patients in this report
were videotaped and 29% & 56) were randomly se-
p y
— o _ lected and reviewed by an independent clinician to estab-
This percentage of individuals with anomalous, unanalyzable, and hy- |ish diagnostic reliability. Inter-rater agreement in PTSD
brid profiles resembles that noted in other samples of patients with pain di . flected by the k tatistic. w tron
complaints (e.g., Asmundson et al., 2000). No significant differences lagnosis, refiecte y theé kappa staustic, was strong
were found in age, gender, or race between the patients who were in- fOr PTSD § = 0.89). Th_e_ CAPS has excellent support
cluded in this report and those who were not. for its reliability and validity (e.g., Weathers, Keane, &
y y (e.g
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Table I. T Scores for Each Subscale of the MPI, by Pain Coping Profile

Interpersonally

Dysfunctional Distressed Adaptive Coper

(n=36) (h = 25) (n=24) p
Section |: Psychosocial dimensions of pain
Pain severity 53.948.75)  46.12(9.34) 39.58(10.96)  .0001
Interference 55.845.19)  50.38 (9.26) 42.66 (8.66) .0001
Life control 44.1% (6.03)  49.1% (7.20) 5450 (4.97)  .0001
Affective distress 54.0%(7.55) 51.72 (8.15) 38.78(7.02)  .0001
Support 54.38(4.99) 38.98(9.88) 47.78(5.78)  .0001
Section II: Responses from romantic partner
Punishing responses 482G.61) 57.78 (10.47) 46.68 (6.37) .0001
Solicitous responses 558%.66) 38.8% (6.79) 51.78 (8.19) .0001
Distracting responses 5398.26) 42.5% (7.39) 52.25 (6.86) .0001
Section llI: Activities
Household chores 47.828.67) 54.39(10.41) 52.88P(8.73) .01
Outdoor work 44.89(5.77) 51.04(9.14) 49.89° (10.29) .01
Activities away from home 45.637.49) 50.7#P(8.45) 54.98(8.87)  .0001
Social activities 45.65(7.70) 49.88P(9.14)  54.37(10.60) .002
General activity level 44.696.66) 52.34(9.64) 54.0% (9.12)  .0001

Note.Values represent means and standard deviations (given in parentheses). Means within a row which share
common superscripts do not diffep (< .05).

Davison, 2001) and has been shown to be sensitive topears to possess sound psychometric properties (Weiss &
the detection of PTSD in individuals following a MVA  Marmar, 1997). The PSS-SR contains 17 items, reflect-
(Blanchard & Hickling, 1997). In this report, three mea- ing theDSM-IVsymptoms of PTSD, which are rated on a
sures were derived from the CAPS: (1) total severity score 3-point Likert scale and summed to yield a total score. This
for PTSD, (2) severity score for the three symptom clus- measure has good test-retest reliability over a 1-month
ters (Reexperiencing, Avoidance and numbing, and Phys-interval and high internal consistency (Foa et al., 1993).
iological hyperarousal), and (3) the percentage of patients Higher scores on both of these measures indicate the pres-
per pain coping profile meeting diagnostic criteria for ence of more PTSD symptoms.
PTSD.

Participants completed two self-report scales, the Im-
pact of Event Scale (IES; Horowitz, Wilner, & Alvarez, Anxiety Measures
1979) and the PTSD Symptom Scale-Self Report (PSS-
SR; Foa, Riggs, Dancu, & Rothbaum, 1993). The IES con- Anxiety symptomatology was assessed with both
tains 15 itemsrated on a Likert scale and distributed acrossclinician and self-report measures. To evaluate the pres-
two subscales that assess intrusion (7 items) and avoidancence of other anxiety disorders, the Anxiety Disorders In-
(8 items). Test—retest reliability is good and the scale ap- terview Schedule (ADIS-1V; DiNardo, Brown & Barlow,

Table II. Description of Dysfunctional, Interpersonally Distressed, and Adaptive Coper Pain Coping Profiles

Interpersonally

Dysfunctional Distressed Adaptive Coper
(n=36) (h = 25) (h=24) p
Age 42.14 6D=10.1) 44.406D=8.3) 39.716D=11.2) ns
Gender (% female) 64%(= 23) 72% 6 = 18) 79% 6 = 19) ns
Race (% Caucasian) 72% & 26) 88% O = 22) 83% (= 20) ns
Marital status (% married) 61% (= 22) 68% 6 = 17) 54% f = 13) ns
Length of time since MVA (months) 23.08D=25.8) 2456 D= 30.1) 27.966D=32.8) ns

Chronic Pain (% with pair6 months) 81%r{ = 29) 68% 0 = 17) 79% 6 = 19) ns
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1994) was administered. The ADIS-IV is a semistructured used. Higher scores on the BDI indicate greater levels of
interview that evaluates each of the anxiety disorders. depression.

The same clinicians who administered the CAPS also

administered the ADIS-IV. All interviewers received ex- \yA Characteristic

tensive training in use of the ADIS-1V, following proce-

dures outlined by DiNardo, Moras, Barlow, Rapee, and All patients were administered the MVA Interview,
Brown (1993). As with the CAPS, 29% were random!y which assesses characteristics of their MVA (Blanchard &
selected and reviewed by an independent diagnostician.jjckling, 1997). This interview includes questions about
Agreement between diagnosticians was strong for So- tne individual’s emotional response to the accident, in-
cial Phobia ¢ = 0.87), Generalized Anxiety Disorder  cluding feelings of fear, helplessness, danger, being out
(k = 0.93), and Specific Phobia (= 0.85) and accept-  of control, and perceptions that they might die, which
able for Panic Disorder with Agoraphobia & 0.73)° were necessary to determine whether the MVA qualified
Use ofthe ADIS-IVis recognized as providingreliableand a5 g traumatic event. Each of these emotional responses to
valid diagnoses (Brown, DiNardo, Lehman, & Campbell, the MVA was rated on a 0-100 Likert-type scale, where
2001). 0 = not at alland 100= extremeParticipants were asked

~The State-Trait Anxiety Inventory (STAL  whether litigation had been initiated as a result of the MVA
Spielberger, 1983) was completed by participants. (yes/no).

The STAI contains 40 items which are rated on a 1-4
Likert scale, 20 which assess State anxiety (STAI-S) and
20 which assess Trait anxiety (STAI-T). Psychometric Procedure
properties are well established (Spielberger, 1983).

Higher scores indicate greater levels of state and trait Al procedures were reviewed by the Institutional
anxiety. Review Board at SUNY, Buffalo. The procedures were

explained to the participant and informed consent was ob-
tained. All participants were interviewed individually and
Depression Measures then completed the self-report measures.

Depression symptomatology was assessed with bothAnalytic Strategy

clinician and self-report measures. The ADIS-IV was used
to evaluate the presence of depressive disorders (Major Two steps were involved in the analytic strategy.
Depressive Disorder, Dysthymia, and Bipolar Disorder). First, a series of between-group analyses were conducted,
Diagnostic reliability, established as previously described, to compare pain coping subtypes. Continuous measures
was strong for Major Depressive Disorder£ 0.84) and were submitted to a one-way ANOVA, while thé statis-
acceptable for Bipolar Disordek (= 0.79).” Addition- tic was used for categorical variables. Bonferroni adjust-
ally, the Beck Depression Inventory (BDI; Beck & Steer, ment was used within each family of measures (PTSD,
1993) was administered. The BDI is a 21-item question- anxiety, depression, and MVA characteristics) and signifi-
naire that evaluates current depressive symptoms and hasant differences were followed with the Tukey procedure.
well-established reliability and validity (Steer & Beck, The percent of variance accounted for (effect size) was
1988). Although it is common within the pain litera- calculated for each variable, usin§for continuous vari-
ture to remove somatic items when scoring the BDI, this ables andb? for categorical variables.

procedure does not improve accuracy of the scale (e.g., Second, in order to examine the specific contribution
Geisser, Roth, & Robinson, 1997). To facilitate compar- made by pain coping profiles to the prediction of PTSD
ison of the current data with previously published stud- symptoms, two regression analyses were conducted. In
ies of patients with MVA-related PTSD and pain (e.g., the first analysis, CAPS total severity scores were pre-
Blanchard et al., 1995), the original scoring method was dicted based on pain profile, after entry of the STAI-State

subscale (as a control for overall anxiety level). The sec-

P— _ ond analysis was identical to the first, except that PSS-SR
LThe section of the ADIS-IV that assesses PTSD was omitted. scores were predicted. In this way, potential differences
Other anxiety disorders did not occur with sufficient frequency in the . . . . -
reliability sample to calculate kappa coefficients. could b_e exammeq I_n the role that pain coplpg prqfl!es
"Dysthymia was not diagnosed within the reliability sample, precluding Played in the prediction of PTSD assessed via clinician
computation of kappa. versus self-report measures.
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RESULTS and Intrusion F(2,81)= 1118, p < .0001) subscales,
which again indicated that the Adaptive Coper group

Between-Group Differences scored significantly lower, relative to the Dysfunctional
and Interpersonally Distressed groups. A similar pattern

PTSD Measures was noted on the PSS-SR(, 81) = 15.93, p < .0001).

Overall, this pattern of results suggests that the Adaptive

As seen in Table lll, a significant difference was Coper group experienced fewer PTSD-related symptoms
noted between groups with respect to the total CAPS following their MVA, relative to the Dysfunctional and In-
severity scoreff (2, 81) = 10.56,p < .0001) and the per-  terpersonally Distressed pain coping groups on both clin-
centage diagnosed with PTSR(2) = 13.6, p < .001). ician and self-report measures.
Follow-up tests indicated that the Adaptive Coper group
scored significantly lower, relative to the Dysfunctional
and Interpersonally Distressed groups on CAPS severity Anxiety Measures
and the number diagnosed with PTSD. This same pat-
tern of group differences was echoed in significant group The three pain groups differed on the state
differences on CAPS severity scores for the Reexperienc-(F(2,81) = 1392, p < .0001) and trait F(2,81)=
ing (F(2,81) = 10.58,p < .0001), Avoidanceandnumb-  11.19, p < .0001) subscales of the STAI, although they
ing (F(2,81) = 5.45,p < .006) and Physiological hyper-  did not differ with respect to the number of additional
arousal F(2,81)=7.66, p < .001) symptom clusters. anxiety disorders that were preseRi{(2, 82) = 2.81; see
Examination of the IES indicated significant group differ- Table 1ll). Follow-up testing indicated that the Adaptive
ences on the Avoidancé=(2,81) = 13.62, p < .0001) Coper group scored significantly lower on both subscales

Table Ill. Comparison of Three Pain Coping Profile Groups on PTSD, Anxiety, and Depression Measures

Interpersonally

Dysfunctional Distressed Adaptive Copper
(n=36) (h=25) (n=24) Effect size p
PTSD measures
No. of meeting criteria for PTSD 30 (83%) 23 (92%} 12 (50%9 .16 *
Total CAPS severity score 58.6 (23.27) 59.2 (21.26) 33.6 (22.65) .21 *
Total reexperiencing 19.4 (9.0 21.1(7.33% 10.8 (8.32) 21 *
symptom score (CAPS)
Total avoidance and numbing 20.4 (1099) 19.4 (11.58) 11.7 (9.96) 12 *
symptom score (CAPS)
Total physiological hyperarousal 18.9(9.82) 18.2 (6.15% 11.1 (6.42% .16 *
symptom score (CAPS)
IES-Avoidance subscale 21.9(8.93) 19.4(10.6%) 9.0 (8.96% .25 *
IES-Intrusion subscale 21.0(11.89) 20.2 (9.763 8.9 (8.24% .22 *
PSS-SR 29.9 (12.86) 25.7 (10.75) 12.9 (9.52% .28 *
Anxiety measures
No. of additional 1.3(1.23) 0.9 (1.08) 0.6 (0.78) .06 ns
anxiety disorders present
STAI-State 52.8 (15.78) 48.9 (15.79) 33.2(9.01Y .26 *
STAI-Trait 53.1(11.700  50.6 (12.17 39.1(9.919 22 *
Depression measures
No. of depressive 0.5(0.51) 0.4 (0.50%° 0.1(0.34% .09 *
disorders present
BDI 235(9.40%  21.5(11.23) 10.7 (7.94) .25 *

Note.Values represent means and standard deviations (given in parentheses)=QAiRBian Administered
PTSD Scale; IES= Impact of Event Scale; PSS-SRPTSD Symptom Scale-Self Report; STAIState Trait
Anxiety Inventory; BDI= Beck Depression Inventory. Means within a row which share common superscripts
do not differ (p < .05). * indicates a statistically significant difference after Bonferroni correction (within the
family of measures).
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of the STAI, relative to the Dysfunctional and Interper-
sonally Distressed groups.

Depression Measures

Consideration of depression measures indicated that

the groups showed a significant difference on the BDI
(F(2,80)=13.06, p < .0001) as well as the number of
depressive disorders diagnosed by intervi€{2( 82) =
4.23, p < .01). As can be seen in Table I, the Adaptive
Coper group scored significantly lower on the BDI, rel-
ative to the Dysfunctional and Interpersonally Distressed
groups. The Dysfunctional group was diagnosed with sig-
nificantly more depressive disorders, relative to the Adap-
tive Coper group.

MVA Characteristics

Examination of participants’ emotional responses
during their MVA indicated no significant group differ-
ences with respect to feelings of fe&r (@, 82) = 1.32),
helplessnesdH{(2, 84) = 0.95), dangerk (2, 83 = 1.64),
perceived control £(2, 84) = 0.89), and certainty that
one would die during the MVAK (2, 84) = 0.48) (see
Table IV). The majority of participants (80%, = 68)
had been involved in MVA-related litigation; no between
group differences were noted on this variaby& (@) =
0.30).

How do Pain Profiles Contribute to the Prediction
of PTSD Symptoms?

Clinician Assessment of PTSD

Stepwise multiple regression, using the STAI-State
subscale and MPI pain coping profile, indicated a sig-
nificant model £ (2, 80) = 12.75, p < .0001,R? = .24).
Only STAI-State contributed significantly in the predic-
tion of CAPS severity score3(= 0.37, p < .001), al-
though MPI profile score approached significanBe<{
0.19, p = .09) in this model.

Self-Report Assessment of PTSD

Stepwise multiple regression, using the STAI-State
subscale and MPI pain profile, indicated a significant
model (F(2,81)= 3310, p < .0001, R? = .45). Both
STAI-State 8 = 0.50, p < .0001) and MPI pain coping
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profile (B = .27, p < .005) contributed significantly in
the prediction of PSS-SR scores in this model.

DISCUSSION

This study demonstrated that there are significant dif-
ferences between patients with different pain coping styles
with respect to posttrauma functioning after a MVA. These
differences were found in multiple domains, including
PTSD, anxiety, and depression. In particular, those pa-
tients classified as Adaptive Copers reported less PTSD
symptomatology, less anxious mood, and less depressed
mood, compared to individuals classified as Dysfunctional
and Interpersonally Distressed. Interestingly, emotional
responses during the accident did not differentiate the
groups, suggesting that these dimensions do not account
for the observed differences in emotional distress between
the groups. Examination of whether pain coping profiles
carried unique variance in the prediction of PTSD symp-
toms indicated that this was only the case when PTSD
was assessed using self-report, a finding that may be at-
tributable to shared method variance.

Pain patients classified as Adaptive Copers reported
significantly lower levels of anxiety, depression, and post-
trauma symptoms, relative to those classified as Interper-
sonally Distressed and Dysfunctional. These findings sug-
gest that positive coping with pain also is associated with
lower levels of emotional distress overall. However, pa-
tients within the Interpersonally Distressed and Dysfunc-
tional groups did not differ significantly from one another
on these dimensions, a finding that is somewhat unex-
pected in light of previously documented differences be-
tween these groups (e.g. Kerns et al., 1985; Turk & Rudy,
1988). Previous consideration of emotional functioning
using the MPI classification system has focused on emo-
tional distress related to pain symptoms. In contrast, the
current report focused on a broader range of emotional re-
sponses in the wake of a serious car accident and was not
limited to pain complaints. In this context, it is important
to note that both Interpersonally Distressed and Dysfunc-
tional patients are more likely to report PTSD symptoms
and related emotional distress.

Contrary to Asmundson et al. (2000), no signifi-
cant differences were observed between participants in
the Dysfunctional and Interpersonally Distressed subsam-
ples with respectto PTSD symptoms. Itis possible that the
discrepancies between the present results and those of As-
mundson and colleagues are due to sampling differences.
The present study was limited to a homogeneous sample
of trauma survivors who had each experienced a serious
MVA and responded to this experience with pronounced
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Table IV. Comparison of Three Pain Coping Profile Groups on MVA Characteristics

Interpersonally ~ Adaptive

Dysfunctional Distressed Coper Effect
(n=236) (h=25) h=24) size p
Fear (0-100) 79.7 (34.65) 82.8(26.84) 68.3(35.31) .03 ns
Helplessness (0-100) 90.4 (20.51) 82.3(26.05) 85.4(23.72) .02 ns
Danger (0-100) 77.2 (35.81) 81.6(28.83) 64.2(39.19) .04 ns
Perceived control during MVA 10.0 (23.62) 18.6 (36.86) 19.6(33.68) .02 ns
(0-100)

Certainty would die (0—100) 44.2 (46.25) 445 (4457) 34.0(39.70) .01 ns
Litigation (% yes) 28 (78%) 18 (72%) 22 (92%) .07 ns

Note.Values represent mean and standard deviations.

feelings of fear, helplessness, and horror (Criterion A of In sum, this report documents that significant differ-
the PTSD diagnosis). In contrast, Asmundson et al. (2000) ences in symptoms of PTSD, anxiety, and depression are
evaluated a mixed sample of individuals who had experi- observed among patients with different pain coping pro-
enced work-related accidents, without discussion of par- files who have experienced a serious MVA. Individuals
ticipants’ emotional responses to the target event. With classified as Adaptive Copers were less likely to report
these methodological additions, it appears that patientsemotional symptomatology, relative to individuals clas-
with both Dysfunctional and Interpersonally Distressed sified within the Dysfunctional and Interpersonally Dis-
pain coping profiles are at elevated risk for posttrauma tressed profiles. Thus, these data suggest that PTSD and
problems. physical pain complaints may go hand-in-hand for indi-
This report has several limitations. First, the sample viduals who have been injured in a serious MVA. In par-
involved here was restricted to individuals who had expe- ticular, individuals who show a poor response to coping
rienced a specific trauma, i.e., a motor vehicle accident. with their pain are more likely to report PTSD symptoms,
It is possible that other features would be noted in indi- anxious mood, and depression. In keeping with the sug-
viduals whose pain complaints were the result of injuries gestions of Sharp and Harvey (2001), these findings could
received during different types of traumatic events, such be attributed to the use of an avoidant coping style, could
as combat, work-related accidents, or physical assault. Inbe mediated by increased pain severity, or could reflect
extending this type of study, it will be important to ensure heightened anxiety sensitivity. Clearly, additional research
that the diagnostic definition of a trauma is met, prior to that explores factors which mediate and moderate the in-
exploring differencesin the presence and symptomatology terplay between pain and PTSD would be useful. The cur-
of PTSD. As well, in the present report, MVA characteris- rent data suggest that greater attention to PTSD symptoms
tics were measured via retrospective ratings, which could among pain patients would be informative, particularly
be distorted by recall biases. Future studies in this arenaamong those individuals who are reporting negative styles
would benefit from additional measures of trauma char- of coping with pain complaints.
acteristics. Third, the sample size of this report is limited.
Within the MPI system, one needs to be involved with
a significant life partner in order to receive a pain cop- ACKNOWLEDGMENT
ing classification. As reported, 30 patients were excluded
from the present sample because they were not involved We acknowledge the assistance of Jennifer Freeman,
with a romantic partner. Ideally, further development of Jessica Hamblen, and Jeff Lackner during the early
the MPI classification system can include consideration phases of this project. We also express our appreci-
of individuals without a significant life partner, so as to ation to the participants who gave willingly of their
include the full scope of individuals with pain complaints. time. Bridget Marinaccio, Michelle McClellan, Kathy
Fourth, the sample in the present report contained more Schintzius, Hollie Raynor, Patty Cavazos, and Alicia
women than men, a gender distribution that is unusual Hughes assisted in conducting interviews and their help is
among pain clinics. Because participants were recruited gratefully acknowledged.
into a research clinic that focused on psychological recov- This work was supported in part by grants from
ery after a MVA, this sample characteristic may restrictthe the National Institute of Mental Health (MH64777) and
generalizability of these data. SUNY at Buffalo (IRCAF 24623).
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